(1) To compare the characteristics of female and male trauma patients seen in the Emergency Department (ED) and (2) to determine if injury prevention programmes for women should be different. Methods: A prospective survey was conducted for 11544 trauma patients, aged 15 years and above, who presented to the ED of an urban public hospital in Singapore over 6 months. The following data were collected: demography, place, type and mechanism of injury and subsequent disposition from the ED. Results: Almost half (49.5%) the injuries sustained by females occurred at home, with low falls of less than 2 metres being the most common mechanism of injury (52.7%). Victims of domestic violence were predominantly female at p<0.0001.
Since Gordon 1 formalised the concept, much progress has been made in identifying and controlling risk factors for different causes of injury [2] [3] [4] and for different age-groups especially children 5, 6 and the elderly. 7, 8 Few [9] [10] [11] have studied the differences between the genders. We set out to determine whether the characteristics of our female trauma patients were different from that of our male trauma patients. If present, we would recommend that injury prevention programmes be tailored accordingly.
Introduction
It was proposed by Gordon 1 that epidemiology could be used as a foundation for injury prevention. The impact (mortality and morbidity) of trauma is not limited to its victims alone but affects society as a whole.
answer, the information was obtained from eyewitnesses or ambulance crews.
The following data were obtained: a) patient's demographic data b) place of injury c) mechanism of injury d) type of injury (blunt or penetrating) e) d i s p o s i t i o n f ro m E D ( d i e d , a d m i t t e d o r discharged) All statistical tests were conducted at 5% level of significance.
Data analysis

Results
In this study, 11544 cases were recruited. The number of female patients constituted 27.3% (3151) of the study population.
Demographic profile
The demographic profiles of female patients were compared with that of male patients. (Table 1 )
Age
There was a statistical difference in the mean age between the female (49.4 years) and the male (34.6 years) trauma patients (p<0.001). A skewed age distribution was obser ved for the male study population with the majority within the 15 to 35 agegroups. However, in the female study population, the distribution was bimodal with the first peak in the 15 to 35 age-groups (similar to the male) and the second smaller peak in the age-band older than 65 years.
Ethnicity
There was a significant difference in the ethnic distribution of our female and male study population compared to that of the ED population (p<0.001) and the general population (p<0.001) during the study period. ( We were not able to ascertain the age-group of 224 patients. 
Place of injury
A significant number of female patients injured themselves at home (1556/3151=49.5%) compared with male patients (14.5%) as shown in Table 3 . This difference was evident across the age-bands (p<0.001).
There was no predominant place of injury in the male population.
Mechanism of injury
34.3% (3948/11544) of these injuries (Table 4 ) were due to falls from height of less than 2 metres (Fall <2 m). The total incidence in the female study population was 52.7% (1659/3151) compared with 27.3% (2287/8389) for males (p<0.001).
Incidence of falls <2 m increased with increasing age and was the main cause of trauma in those above 55 years old. ( who were victims of domestic violence. The majority in both these population were between 22 to 54.99 years old.
Type of injury
Majority of the patients sustained blunt-force injuries (93.9% of females and 88.2% of males).
Disposition from ED
There was a significant difference (p<0.001) in the disposition from the ED between the 2 genders. Majority of female patients (76.4%) were discharged which was similar to the male population (80%). 23.6% of the female patients were admitted compared to 19.8% of the male. One female patient and 14 male patients died in the ED.
Discussion
Trauma was the fifth leading cause of death in Singapore in the year 2000. 12 Women formed 26.7% of this population.
Should it be different for the female trauma patient?
Should injury prevention programmes be targeted? 13 Our study has shown that there are differences in the characteristics between the female and male trauma patients in our ED population.
Ethnicity had an impact not only between the genders but within the genders. We had compared the ethnic distribution of our study population against that of the ED population during the study period (the study population being a subset of the ED population) and against that of the general population. We were surprised to find it in the female study population but had been expecting it in the male as building and construction industries in Singapore hire a substantial number of foreign workers.
We will have to study further how ethnicity impacts injury. Certain habits or cultural practices may increase the vulnerability of their practitioners to injury.
The mean ages of the female and male population were also different, the female victim being older than the male. The bimodal age distribution in the female population will have to be taken into consideration when developing injury prevention programmes for the female population as the 2 different age-bands will have different expectations and perceptions.
Accidents occurred predominantly at home in the female study population except for the youngest ageband and this increased with increasing age. 14, 15 Home safety programmes targeted at women should begin in school and continued with community outreach programmes. Special attention should be given to those aged 65 and above. 16 The older women in our study population as in Hannan et al's 17 tend to sustain injuries from falls <2 m.
A programme similar to one conducted by Hogan 4 which offered a consultation service using existing health care services may see a reduction of injury in this sub-population. Hogan's 4 consultancy service Even if extra resources have to be committed to such a programme, economic savings can still be made as falls are associated with increased health care costs. 18 As part of any injury prevention programme for women, we would encourage them to have a life-long engagement in exercise. Bischoff et al 19 documented a beneficial effect of former exercise on fall risk at advanced age in women.
Help programmes for women who are victims of domestic violence or at risk of becoming one should be available at the ED as the latter may be their only access to safety.
What role can the ED play in injury prevention?
Cohen and Swift 20 described a framework for developing multifaceted approaches to injury prevention. The "spectrum of prevention" comprised of inter-related action levels: 1) strengthening individual knowledge and skills, 2) promoting community education, 3) educating providers, 4) fostering coalition and networks, 5) changing organisational practices and 6) influencing policy and legislation.
ED staff can use all 6 when formulating injury prevention programmes for female trauma patients or any other of our patient population or a few of these tools as recommended by Weigand. 21 We are convinced that injury prevention programmes for female trauma patients should be different from that for the male and the best place to start is the home.
